
NUMBER:  

-- 

- -  - -  

AS  TO  

DEPARTMENTOF HEALTHAND HUMANSERVICES 
HEALTH CARE FlNANClNG ADMINISTRATION 

TRANSMITTAL AND NOTICEOF APPROVAL OF 
STATE PLAN MATERIAL'1HEALTH CARE FINANCING ADMINISTRATION 

TO: REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL(Check One): 

FORMAPPROVED
OMB NO.09380193 

11. t r a n s m i t t a l  STATE:12. 
Q' @i!  0-

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 
SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 

STATE BE NEW0 NEW PLAN 0 AMENDMENTCONSIDEREDPLAN 0 AMENDMENT 

COMPLETE BLOCKS6 THRU 10 IF THIS IS AN AMEND1 
6. 	FEDERAL STATUTEREGULATION CITATION: 

42 CFR 44?.2e3($) 
8. PAGE NUMBEROF THE PLAN SECTIONOR ATTACHMENT: 

10. SUBJECT OF AMENDMENT: 

-
' governor’s REVIEW (Check One): 

d GOVERNORS OFFICE REPORTED NO COMMENT 
0COMMENTS OF GOVERNORS OFFICE ENCLOSED 
0NO REPLY RECEIVED WITHIN45 DAYS OF SUBMITTAL 

IENT (Separate Transmittalfor each amendment) 
7. FEDERAL BUDGET IMPACT: 

a. FFY 2U80 $ 
1 b . F F Y T $ 

I 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
I - - ~ 


l OR ATTACHMENT ( I f  applicable 


0 OTHER, AS SPECIFIED: 

~­
12. SIGNATURE OF STATE AGENCY OFFICIAL: 16. RETURN TO: 

; . . 

13. TYPED NAME: 

FORM HCFA-1 79 (07-92) instructions on Back 



ATTACHMENT 4.19-B 

PAGE IC 

STATE: GEORGIA 


POLICY AND METHODS FOR ESTABLISHING PAYMENT RATES 
FOR OTHERTYPES OF CARE OR SERVICES 

C. Dental Services 

Payments are ,made for specific authorized procedures on a statewide basis and arelimited to the 
lower of: 

(1)’ The dentist’s actualchargeforthe service; or 

(2) Thestatewidereimbursement rate in effect on the date of services. 

Reimbursement will be made on a per procedurebasis. 

Reimbursement to providers of dental services is made on an established fee schedule not to exceed prevailing 
charges in the state. 

Reimbursement will be provided 04 a per procedure basis. The current reimbursement rateswill be based on 
a percentage of usual and customary reimbursement, not to exceed 100 percent. The usual andcustomary 
reimbursement will be determined using regional data on a periodic basis. 

.. 
:, _,~,TN No. 00-009 I;,;:\;; :I . . ; tL ;  :3 

Approval Date Effective DateSupersedes 
TN NO. 94-041 


